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SOUTH CAROLINA 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

 
MIAP POLICY CLARIFICATION 

 
 
To:  DIVISION OF ELIGIBILITY POLICY AND OVERSIGHT  Client: _____________________________________ 

Fax Number:  803-898-4503 

Attn:  ______________________________  Hospital Name: ______________________ 

From:                    ___________________________________ 

           Date Sent:  _________________________ 

Fax Number:  _______________________ 

 
Question:   

 
 
 
 
 
 
 
Response:   
 
 
 
 
 
 
 
 
Reference:  __________________________________________________________________ 
  
       
 
Signature/Date: _____________________________________________ 
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